
 

Date: __________________________                          Referral Type:  Behavioral Health/Traditional ☐  Truancy ☐ 
 
Referral Source: _____________________ Contact Person: _______________________ Phone #: _________________  
             
Referral Email Address: ___________________________________ Access/MA #: ______________________________  
 
Youth Name: _________________________________________________ DOB: ______________ Gender: __________  
 
Parent Address: ___________________________________________________________________________________  
 
Phone: (H) _________________________ (C) ______________________________ (W) _________________________  
 
Parent/Guardian/POA Name: ______________________________________________ Phone: ___________________ 
 
Behavioral Health Diagnosis: _________________________________________________________________________ 
            _________________________________________________________________________ 
 
Medical Conditions/Physical Health Issues:  _____________________________________________________________  
               

**Please attach the most recent evaluation signed by a psychiatrist or a licensed psychologist** 
 
Other agency involvement: __________________________________________________________________________  
         __________________________________________________________________________ 
 
Current MH Services: _______________________________________________________________________________  
             ______________________________________________________________________________ 
 
Reasons for referral: _______________________________________________________________________________  
                                      _______________________________________________________________________________ 
           _______________________________________________________________________________ 
 
Release Signed By Youth/Family:   *York/Adams HealthChoices   Yes  *SAM/Joint Planning Team     Yes 

    * CASSP              Yes *Referring Agency        Yes 

*Community Care Behavioral Health        Yes   

Documentation of Diagnosis Attached        Yes 

Member Family Given Brochure on JPT             Yes 

Member Family Agree to Referral Submission     Yes 

Submit Referrals to: 
York/Adams HealthChoices Management Unit 

100 West Market Street, Suite B-01, York, Pennsylvania 17401 
(717) 771-9900 Fax: (717) 771-9590 

 

 

 
 

Please note, if on the release, the 

family chooses to mark “NO” it could 

hinder moving forward with review, 

depending on the entity.  Please 

educate family on purpose of release! 










